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Summary
In 1994, 82.6% of  pregnant women in

Washington state entered prenatal care during
the first trimester of pregnancy.  Nationally, the
figure was 79% in 1993. Early and continuous
prenatal care is considered the best mechanism
for preventing the avoidable causes of maternal
and infant illness and death.1  The US Public
Health Service recommends a broad view of
care which includes education on healthful be-
haviors and nutrition.

Time Trends
In Washington, the proportion of women en-

tering prenatal care in the first trimester has gradu-
ally increased since 1989.  While all racial/ethnic
groups have experienced increases in the propor-
tion of mothers receiving first trimester prenatal
care, disparities among racial and cultural groups
remain.

Year 2000 Goal
Washington’s goal for the year 2000 is to in-

crease the percentage of all pregnant women who
receive prenatal care in the first trimester to 90%.
Among certain racial and ethnic groups, the goal
will not be met. As Washington continues to ap-
proach the year 2000 goal,  more effort may be
needed to further increase early entry into prenatal
care by reaching high-risk, hard-to-reach women.

Geographic Variation
A comparison of the most recent national data

(1993) indicates 79% nationally for first trimester
entry into care, compared to Washington’s 80.8%
for the same year.

Combining 1992-1994 data, the counties with
the highest percent of women entering prenatal
care in the first trimester were Island, Kittitas,
Spokane, Whitman, Thurston, Asotin, Garfield,
Jefferson, Lewis, and Snohomish. The counties
with the lowest were Franklin, Grant, Okanogan,
Whatcom, Adams, Chelan, Klickitat, Douglas,
Yakima, and Benton.

Many rural counties in Washington have low
rates of early entry to prenatal care.  The central
region of the state, which is primarily rural, has the
lowest percent of women receiving first trimester
prenatal care, 76%; all other regions are at 81% or
above.  Women living in rural communities may
have decreased access to services due to lack of
providers and transportation, often compounded by
very low income.

Definition: Comprehensive medical care provided during preg-
nancy, labor and delivery, and postpartum.  Services include
screening for medical and behavioral high risk factors known to
cause poor outcomes and treatment for those conditions.  First
trimester is the first 3 months of pregnancy.
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Age
Teen mothers are least likely to receive early

prenatal care. In 1994 in Washington, of all teens
under the age of 18 giving birth, only 63% entered
care in the first trimester. Women age 30-34 had
the highest percent of first trimester entry (88%).
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Race and Ethnicity
African-American and Native American

women generally enter prenatal care later than
Caucasian and Asian/Pacific Islander women.
Hispanic women enter prenatal care later than non-
Hispanic women.

Underlying factors such as socioeconomic
status and health beliefs may better explain prena-
tal care initiation differences between racial
groups.
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Income and Education
The percent of women entering prenatal care

in the first trimester is significantly lower for

women who did not graduate from high school
(66%) than for those who finished high school
(82%), and those with some college (90%).  It
should be noted that those not completing high
school include many teen mothers.

Women of lower income, as well, are less
likely to enter prenatal care in the first trimester of
pregnancy.  One measure of low income is the re-
ceipt of Medicaid services.  In 1994, 90% of non-
Medicaid women entered prenatal care in the first
trimester, compared to 70% of Medicaid women.

Unmarried mothers are also more likely to
have low income and are less likely to receive
early prenatal care.  In 1994, 70% of unmarried
mothers entered early care, compared to 87% of
those who were married.

Other Measures of impact and burden
 Early entry into prenatal care is no guarantee,

by itself, of good birth outcomes. The care should
be ongoing throughout pregnancy. Studies suggest
that early and continuous prenatal care improves
nutrition status and increases weight gain, length
of pregnancy, and birth weight.2  The strongest ef-
fect of this is noted among low income and so-
cially high risk populations.   For example, access
to prenatal care has improved since Washington’s
maternity care access program, First Steps, began
in 1989. Those entering late are at greater risk for
poor pregnancy outcomes and represent the most
difficult group to reach.

Risk and Protective Factors
It is clear that multiple factors influence pre-

natal care initiation and use.  Barriers to early pre-
natal care include:

Financial/economic. The most frequently
cited barrier is lack of affordable prenatal care.
Based on the PRAMS survey, it is estimated that
over 20% (±5) of women statewide giving birth in
1993-1994 had no money to pay for care.

Women are often part-time or seasonable em-
ployees and therefore are often uninsured or un-
derinsured. Insurance-related issues include
waiting periods, high co-payments and deductibles,
and limitations of covered services.3

Gaps between public and private insurance
can cause lack of coverage or delays in setting up
coverage. In 1994, only 69% of women who listed
Medicaid as ‘source of payment’ on the birth cer-
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tificate entered first trimester prenatal care, com-
pared to 92% of those with commercial insurance.

System. Based on the  PRAMS survey, an es-
timated 18% (±2.5) of women statewide could  not
get into prenatal care as early as they wished. Sys-
tem-related barriers can include negative provider
attitudes, unstandarized practice, inadequate sup-
ply and distribution of providers, lack of coordina-
tion with other pregnancy services,  limited
information about available resources, long clinic
waiting times, inadequate health care coverage,
lack of transportation, and inadequate child care.

Lifestyle co-factors.  Lifestyle and maternal
behavior, particularly inadequate prenatal weight
gain, smoking, and alcohol/drug use, play signifi-
cant roles in birth outcomes.  They are the major
predictors of intrauterine growth retardation and
preterm birth, which in turn are preventable causes
of infant morbidity and mortality.  Women who
enter care early in pregnancy benefit from earlier
detection of problems and intervention. Pregnancy
is often a time when a woman is more motivated to
change habits.  Women who quit smoking are most
likely to quit early in pregnancy.4

Alcohol/Substance Use. Medicaid pregnant
women identified as substance users enter care at
lower rates than Medicaid women not identified as
substance users.5 Possible issues include fear of
legal consequences, child custody, punitive atti-
tudes of providers, guilt regarding potential dam-
age to infant, and lack of available female-specific
drug treatment. Successful prenatal care for
chemical using women includes linkages to appro-
priate treatment programs.

Social/Attitudinal. Personal and cultural be-
liefs and situations influence when women seek
prenatal care.  Fear, ambivalent feelings, previous
bad experiences with the system, denial, lack of
awareness of the symptoms of pregnancy or the
importance of prenatal care, and domestic violence
can all delay initiation of care.

Intendedness of Pregnancy. Unintended
pregnancies include those that are unwanted or
mistimed. PRAMS data show an estimated 69%
(±4.5) of women whose pregnancies were unin-
tended received early prenatal care, compared to
86% (±2.3) of those whose pregnancies were in-
tended.  Women not intending to become pregnant
may be less attentive to symptoms or caught up in
complicated personal situations that delay  deci-
sion-making. (See Unintended Pregnancy Section)

Other Specific Protective Factors. Recent
studies suggest that women who participate in
family planning clinics6 or WIC programs  get
prenatal care earlier.7  Those who get tangible as-
sistance with housing, education, child care, food
and supportive counseling tend to stay in prenatal
care.  Women who are connected to supportive
partners or families tend to seek care earlier.

High Risk Groups
Use of  prenatal care is poorest for the fol-

lowing groups:  teens under age 18; Hispanic, Af-
rican American, and Native American women;
women in rural areas; single women; low income
families; women with less than  high school edu-
cation; and women who smoke, drink, or use
drugs.

Contributing factors that may be associated
with poor utilization of prenatal care include
higher rates of poverty; unintended pregnancy;
provider shortages in rural areas, shortages of pro-
viders of similar cultures and language, and less
availability of transportation and child care.

Intervention Points, Strategies and Effective-
ness

Despite the associations found with early entry
into prenatal care and better outcomes, current re-
search lacks clear information about what specific
services offered during prenatal care are actually
effective in preventing adverse outcomes.  How-
ever, previous causes of infant mortality and mor-
bidity such as Rh disease and congenital syphilis
have been virtually eliminated by prenatal medical
care.8  Similar gains have been seen in reducing
adverse effects of diabetes during pregnancy.
Early prenatal care also improves opportunities for
prenatal genetic testing and its benefits.

Financial.  Programs that remove financial
obstacles have increased numbers of women ac-
cessing early prenatal care.  One example is
Washington’s First Steps program, which has been
evaluated and proven successful in getting services
to low-income pregnant women and reducing the
numbers of high risk women receiving poor or no
prenatal care. Between 1989 and 1992, the pro-
portion of teens with late or no care declined from
14.5% to 9.8%; and the proportion  of African-
American women with late or no prenatal care de-
clined from 13.1% to 8.4%.9
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 The following activities are particularly im-
portant: developing or maintaining an easy, fast
application process; promoting affordable co-
payment; and removing pre-existing condition
clauses, waiting periods, and exclusionary policies
in health insurance plans.10

System. Some approaches increase the capac-
ity of the current prenatal health care system, in-
cluding adequate supply and geographic
distribution of diverse providers, with caseloads
permitting initial appointments within two weeks.

Some studies suggest that WIC and Family
Planning services improve early entry.

Other strategies include working with profes-
sional organizations and provider groups to im-
prove practice protocols.11  Outreach efforts target
women in need of prenatal care to get them into
care and to follow up on missed appointments.
Efforts to promote coordination and linkages
among medical care providers and other related
service providers can strengthen system capacity.
Other actions can assure managed care plans de-
velop and maintain systems that promote early
utilization. Several evaluations of the Washington
State First Steps Program that have been inde-
pendently undertaken address the impact of First
Steps on prenatal care.

Social/Attitudinal.  Public information and
education campaigns and referral assistance have
promoted early initiation of prenatal care.12 Pre-
ventive services which enhance medical care and
provide support, education and counseling will
improve adequacy of prenatal care and broaden the
scope of care provided. In Washington state, the
Maternity Support Services (MSS) program has
been associated with keeping women in care.  One
study states that Medicaid women receiving MSS
were 19% less likely to have inadequate prenatal
care.13 Improving access to ongoing family plan-
ning services will promote reproductive awareness,
reduce unintended pregnancies and reduce delays
in diagnosis.14  Effective preconception interven-
tion includes providing information and counseling
related to reproductive risks, health enhancing be-
haviors, and birth control options at every health
care encounter with women of child bearing age.15

Data Sources
State birth data: (1980-1994)  Washington Department of Health, Center
for Health Statistics, Prepared by the DOH Maternal-Child Health Pro-
gram.

National prenatal care data: Health Untied States 1994, US Department
of Health and Human Services.

Survey data: Pregnancy Risk Assessment Monitoring System (PRAMS),
Department of Health, Maternal-Child Health Program.

For More Information
Washington Department of Health, Division of Community-Family Health,
Maternal-Child Health Program, (360)753-5870

Technical Notes
Birth certificate limitations: See technical appendix. Selection bias: See
technical appendix
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